As a profession we have a responsibility to ensure that the oral health needs of individuals and groups who have a physical, sensory, intellectual, medical, emotional or social impairment or disability are met. In the UK, over 200,000 adults have profound learning disabilities and/or complex medical conditions. Adults with a disability often have poorer oral health, poorer health outcomes and poorer access to services than the rest of the population. This paper examines the need for Special Care Dentistry based on a review of published literature, surveys and health policy, and suggests how services might be delivered in the future.
INTRODUCTION
Special Care Dentistry (SCD) is concerned with providing and enabling the delivery of oral care for people with an impairment or disability, where this terminology is defi ned in the broadest of terms. 1 
Thus, SCD is concerned with: 'The improvement of oral health of individuals and groups in society who have a physical, sensory, intellectual, mental, medical, emotional or social impairment or disability or, more often, a combination of a number of these factors'.
It is defi ned by a diverse client-group with a range of disabilities and complex additional needs and includes people living at home, in long stay residential care and secure units, as well as homeless people.
At a time of immense change for our profession and the health services it delivers, this paper examines the need for SCD and suggests how services might be delivered in the future. Providing access to NHS dentistry has become an important social and political issue, with commitments from the Department of Health to reform NHS dentistry and to bring it more fi rmly into the NHS.
2, 3 The Health and Social Care Act 4 set the legislation for local commissioning of NHS dentistry by Primary Care Trusts (PCTs) in England and Local Health Boroughs (LHBs) in Wales. Following this legislation, there has been phased entry into local commissioning via Personal Dental Services (PDS), with all of primary dental care entering new arrangements from 1 April 2006. 5 The policy focus on dentistry has resulted in increased funding for primary dental care to facilitate workforce expansion, in the short and medium term, to meet the needs and demands of the population in a devolved manner. 3, 6 Specialist services have not been immune from change. In recent years the training and accreditation of specialists has been formalised and closely regulated through the Royal Colleges, and the creation of specialist lists held by the General Dental Council (GDC) has resulted in a greater number and range of specialists. Many dentists achieved entry to specialist lists by mediation on the basis of their experience. The implications of these changes have been re-examined by the Standing Dental Advisory Committee 7 and more recently the GDC which has approved the development of a speciality in Special Care Dentistry. 8, 9 At the same time, following the lead of our medical counterparts, a new tier of DwSIs is heralded within the NHS. 10, 11 These practitioners, holding defi ned competencies somewhere between those of a generalist and specialist, will add to the complexity of the current system where specialists already hold overlapping competencies. 12 However, if established in a co-ordinated manner, DwSIs may provide improved access to care, optimal use of skills and seamless care for patients.
Community and salaried dental care services, which include both generalists and specialists, have also been reviewed. 13, 14 The future delivery of these services has major implications for the provision of SCD which has increasingly become one of the salaried dental service's functions over the past two decades, in line with health service guidance. 15, 16 Furthermore, the British Society for Disability and Oral Health (BSDH) has been commissioned to develop guidance for PCTs on commissioning DwSIs in SCD through a clearly defi ned competency framework. Additionally, the immediate past Chief Dental Offi cer for England (Professor Raman Bedi) commissioned a strategic review of the oral health needs of older people and how they can be met. This review lays out clear guidance for planning and commissioning of local services, some of which will be for SCD. 17 Against this complex background, the current paper examines the arguments for and against the provision of SCD for people with disability and/or complex additional needs. The size of the population who may require SCD is discussed, along with their oral health needs. Models of care, both generalist and specialist, are explored to provide an indication of workforce needs. Finally, the steps that would make this vision a reality are outlined.
THE SIZE OF THE CHALLENGE
The Joint Advisory Committee for Special Care Dentistry 9 has identifi ed the population who require the services of special care dentistry as: 'Individuals and groups in society who have a physical, sensory, intellectual, mental, medical, emotional or social impairment or disability or more often a combination of a number of these factors. ' There is no ready made database to provide fi gures for the proportion of the population that fall within this defi nition. National Census data and literature on disability and impairment from a range of sources were accessed to determine the volume of people likely to require SCD (Table 1) . Throughout the rest of this paper the term 'disability' will be used to cover the range of people who fall within this defi nition.
Based on the reported problems of people with a disability and their carers, it is estimated that as many as one in four adults within the UK has experienced, or will experience, a disability during their lifetime. 18 The number of people reporting a long term illness, health problem or disability increased signifi cantly between the 1991 and 2001 Censuses.
19
In England and Wales, recent data indicate that almost 9.5 million people (18.2% of the population) self-report a long-term illness, health problem, or disability which limits their daily activities or work. 18 Whilst self-reported morbidity must be viewed with some caution, 20 the impact on society cannot be ignored as more than one in eight of these people (4.3 million) are of working age (16-64 for men and 16-59 for women). 18 Similar levels of disability are reported in Scotland and Northern Ireland. 21, 22 There is no single register for disability, and a proportion of people with disability have multiple impairments and/or medical conditions so that the categories of disability and impairment, such as those outlined in Table 1 , may overlap. For example, people with cognitive impairment have an increased prevalence of associated disabilities such as physical or sensory impairments, behavioural differences and epilepsy. 23, 24 Furthermore, with ageing, people with learning disabilities also have a higher rate of dementia than the general population. 25 Disability tends to increase with age and multiple disabilities are more likely to occur in old age. 26, 27 Indeed, approximately two thirds of all people with a disability are aged 65 years or over. In contrast, only 9% of teenagers aged 16-17 has a current long-term disability and one third of people aged between 50 and 65 years report a disability. 18 There is also a substantial group of adults, including those under the age of 65 years, with complex long-term medical conditions. Although older people form an increasing proportion of people with a disability, it must be remembered that only a relatively small proportion of older people (5%) live in care homes.
However, this proportion increases with age such that 20% of people aged 85 years and over and almost half (48%) of people aged 95 years and older live in care homes. 28 These data highlight that there is a spectrum of disability (from mild, through moderate to severe) which has implications for access to mainstream dental services, 29 as shown in Figure 1 . The majority of people with a disability have disabilities that are minor or moderate and, in the context of normalisation, should, and possibly do, have little diffi culty in accessing and using mainstream primary dental care. The greater challenge to the profession is the section of the population with more severe or complex disability and medical conditions, who are less able to access, use and co-operate with mainstream primary dental care, and who require specialist skills and management in order to have their oral health needs met. Within England, an estimated 210,000 people have a profound learning disability, a third of which are children and young people, whilst a further 1.2 million people have a mild or moderate disability. 30 Overall there is likely to be an adult population of at least 200,000 people with extreme disability and/or complex needs in the UK. Other groups within society that may require special care dentistry on a short-term basis include people in secure units and homeless people. There is no single universally agreed defi nition of homelessness and this substantial, mobile community is hidden or hard to reach in society.
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THE CHANGING NEED FOR SCD
A range of factors may increase or reduce the need for SCD and should be monitored so that dental and other health services can be planned to meet need. The most important of these factors would seem to be the ageing population, changing public values and expectations, and reforms of health services, together with changing patterns of oral health.
a) Demographic change
As more people survive into old age, there will be an increasing volume of older people who are likely to develop disability coincidental or consequential with ageing. More people with learning disabilities will survive into their 50s and 60s, facing the challenges of older life at a premature age. 30 Furthermore, improved paediatric care means that increasing numbers of children born with complex and multiple disabilities are surviving into adulthood, eg children with complex congenital heart conditions, and they will require special dental management throughout their lives. As a result, these children, who have received specialist paediatric dental care, are likely to have raised expectations of continuing to receive care within a specialist service as they move into adulthood. All these factors will result in an increasing need and demand for SCD.
b) Increasing population expectations
Public expectations are changing. People want to retain their natural teeth in order to look good, feel good about themselves and to be socially acceptable; they want their mouths to be comfortable; and they want to be able to enjoy their food. 32, 33 This expectation is the same for people with and without disability. 34 The emotional effects of tooth loss are now well recognised and require sensitive handling in all age groups, particularly in older people as total tooth loss becomes less common and thus less socially acceptable. [35] [36] [37] To achieve this end, people increasingly wish to retain their natural teeth and will make greater demands on the dental profession, including specialist care. 32 c) Survival from cancer Increased numbers of people can be expected to undergo and survive treatment for head and neck cancer and other serious medical conditions. Their dental management may require specialist input both pre-and post-operatively.
d) Lack of other specialists to carry the workload
Children with specialist oral care needs are catered for by paediatric dentists. If their access to oral care is to be assured as they move through adolescence to adulthood, this will require transition to other oral health specialists skilled in their management. Historically, many adults with disabilities received routine care from paediatric dentists and surgical care from oral and maxillofacial surgeons (OMFS). These former arrangements are no longer considered appropriate and, even if they were, there are insuffi cient dentists in these specialty areas to provide the level of care required. Treatment under general anaesthesia through the OMFS service has reduced as the specialty has expanded its base from dento-alveolar and facial surgery to head and neck surgery. Also, dental treatment under general anaesthesia has become less appropriate as the treatment needs of people with disability are now considered to routinely include preventive and restorative dentistry rather than being predominantly exodontia. In some instances this care has been picked up by the Community Dental Service, with comprehensive oral health care provided by staff working across settings, but often under the auspices of other hospital consultants in order to gain access to specialist facilities, such as general anaesthesia lists and beds. 1 Advanced restorative dental services are in high demand and short supply nationally. Although consultants and specialists in restorative dentistry may have developed skills in the fi eld of SCD, capacity issues alone will minimise their contribution to the oral health care of people with disability and there is currently wide support amongst specialists for a new specialty of SCD. 38 e) Policy Current policy (for example, National Service Frameworks and Clinical Outcomes Guidelines) recommends that certain patient groups and/or types of care should be restricted to designated specialists in dedicated centres and that the more vulnerable groups of the population with a special health need receive the full range of health care (including routine dentistry) in that centre. 30, 33 This ethos has focussed clinical governance and quality standards on the centralisation of care by trained experts who have clearly identifi ed roles. This will contribute to an increase in the need and demand for specialists.
f) Changes in primary care dentistry
It is appropriate for most people with mild or moderate disability to receive care from a primary care practitioner. It remains to be seen how new methods of regulation and fi nancing primary dental care under the Health and Social Care Act impact on the attractiveness, to practitioners, of providing care for people with disability within general dental practice. 4, 39 If changes result in people with an impairment or disability being more able to access routine care and to benefi t from a preventive approach, this may lead to a welcome reduction in their need for treatment. 2, 6 Paradoxically, the same changes may make it more difficult for people requiring specialist services, such as domiciliary care, to access it through primary dental care as it is being commissioned as a 'specialised service' and will no longer be part of mandatory services. 39 g) Improving oral health Recent decades have seen improved oral health in children and young adults. This will translate across the population, thus reducing the complexity and volume of oral health needs of children and younger people. However, adults aged 40 years and over generally have heavily restored dentitions. 32 They will still require signifi cant amounts of care and maintenance, and the majority of people requiring SCD of an invasive nature (such as fi llings, crowns and bridges, and implants) fall into this category.
On balance
On balance, the section of the population with disabilities and/or complex additional needs is likely to require specifi c care in the medium term and the main challenge is providing access to appropriate services. This includes the need to tailor the workforce to the population changes. As with all specialties this will require ongoing monitoring.
ORAL HEALTH NEEDS AND DEMANDS
There is an ongoing debate as to what constitutes 'need' and how need should best be assessed in public health services. [40] [41] [42] [43] [44] 'Need' has been defi ned as 'the population's ability to benefi t from health care', 40, 41, 45 thus, making the link between health needs and health care. It is important to realise that need is not static but open to interpretation; it changes over time; and is infl uenced by a range of forces including supply and demand. 41, 45 Oral health needs are no different to general health needs in this matter. However, the management of the oral health needs of people with disability cannot be undertaken without reference to their disability and the health and social teams providing their care. This is particularly the case for people with more extreme disabilities to ensure that inequalities are minimised.
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THE VOLUME OF ORAL DISEASE Although improvements in oral health have occurred across all sections of the community, 32 socially disadvantaged people continue to have the poorest levels of oral health. As people retain their teeth, this presents challenges to the dental profession in providing care to people who are medically compromised, multiply disabled and older who may require a wide range of interventions in a heavily restored dentition, often at a time in their lives when they are less able to cope with treatment.
Unmet current need
Ideally, people with and without disability should have equitable oral health outcomes in terms of self-esteem, appearance, social interaction, function and comfort. 1 However, despite overall improvements in the country's oral health, inequalities still exist. Lower levels of oral health have been demonstrated in a range of patient groups, including people with learning disabilities, 23 cerebral palsy, 47 epilepsy, 48 multiple sclerosis 49 and psychiatric illness. 50 This situation has also been identifi ed amongst young disabled people 51 and older people, 52 particularly those in care homes. There is evidence that people with learning disabilities or mental health problems have the same oral diseases as the general population but are likely to have poorer oral health and poorer oral health outcomes. 53, 54 Also, people with disability who are living in community settings are less likely to have received dental treatment than those people in the general population. 53 Furthermore, when treatment does occur, people with disability are more likely to receive extractions than fi llings, crowns and bridges. 53, 55, 56 Again, this is particularly the case for older people living in care homes.
There is evidence that people with mental health problems, such as schizophrenia, often have advanced dental disease. 57 Reasons for this include: psychotic condition impairing the ability to plan and perform oral hygiene procedures; some antipsychotic medications causing xerostomia that predisposes to dental caries; and diffi culty gaining access to general dental practice, where they are not always welcomed. 57 Whilst the oral health needs of young people with disability are rooted in the specialty of paediatric dentistry, a key issue for this group is the smooth transition during adolescence from specialist children's services to specialist adult services. 58, 59 Transition usually occurs at 16 years but there is some evidence that this is moving towards 14 years 60 and, in some cases, is as early as 12 years. 61 In her introduction to the BSDH Winter Scientifi c Meeting 2004, Brookes highlighted that the BSDH Secretary alone received over 1,000 calls and letters per year from people with a disability and/or carers desperately trying to access dental care services. 62 This highlights both the diffi culty in accessing oral health care and the need for improved information for the public on available services.
CURRENT SERVICE PROVISION
Currently there is neither a recognised specialist training pathway nor a clear career progression for dentists wishing to specialise in the area of SCD. Additionally, the ad hoc service arrangements for people with a disability are reported as being insuffi cient to meet needs and demand and highlight the fact that providing dental care to people with a disability is often a low priority. 34 a) Current workforce Most dentists working in the fi eld of SCD are based in the salaried Community Dental Service. 38 There is a smaller constituent of SCD based in general and teaching hospitals who are either salaried NHS or university staff. General dental practitioners contribute to the overall picture of SCD, 63 but only a small number of practitioners have a specialist interest in this fi eld, and only four of the 120 people (0.33%) attending the British Society of Gerodontology meeting in December 2004 were general dental practitioners.
b) Current training
On the whole, individuals who have undertaken training in SCD have been responsible for their own training, formal and informal, perhaps with the support of a proactive manager, and often on an ad hoc basis. This must be formalised in the current changes to primary care dentistry within the NHS and professionally through the GDC review of specialties. It should not be left to the individual dentist to fund their training in SCD, as with some of the dental mono-specialties. Within SCD, there will be fewer opportunities for a private or mixed economy and the funding for SCD is likely to fall fi rmly within the remit of the NHS. Additionally, the adverse infl uence of student loans on new graduates' abilities to pay for postgraduate training must be recognised, and addressed, in order to safeguard future specialist training. c) Current delivery of SCD As SCD is not yet an established specialty, the hospital-based services which do exist (often provided by the Community Dental Service) depend upon the goodwill of specialist and consultant colleagues (under whose auspices the service is provided) to gain access to facilities such as general anaesthesia operating lists. This increases the complexity of the services and the diffi culty of coordinating the various agencies involved in an individual's care.
Specialists' work need not, and indeed should not, be restricted to working in hospitals. 64 Local studies demonstrate that general and community dental services provide the majority of the currently supplied care for people living in community settings who are on disability registers. 64 A study on the views and experiences of parents of adults with Down Syndrome regarding oral health identifi ed that people want to be treated with the same standards as people without disability. 65 They wanted good access to mainstream dental services with the support of expert or 'specialist' advice, care and facilities as required. Far from feeling that this was the case, examples of professional diffi dence and less than optimal care were cited. A survey of adults with learning disabilities living in the community, and known to social services in South East London, revealed that people with learning disabilities and their carers would like more services for people with learning disabilities including the use of mobile clinics. 63 There are increasing concerns that mainstreaming people with a disability may result in neglect and that there may be benefi ts in some dedicated services, with access to specialist care when required.
d) Current caseloads
Typical specialist caseloads in Special Care Dentistry are diffi cult to estimate. In an effort to illustrate 'specialist' caseloads, four examples are drawn from experienced clinicians working in this fi eld of dentistry in different areas of the UK. 1 Their activities (outlined in Fig. 2 ) involve a caseload of between 850 and 1,500 patients per year. Most of these patients are likely to be higher risk than average and are likely to require health reviews more frequently than once every two years. These caseloads may inform a 'best fi t' calculation for the number of specialists required in SCD. They assume annual dental visits for the patients that make up this complex caseload, albeit that some patients will require a less frequent, and others a more frequent, assessment based on NICE Guidelines.
66 A specialist service contract should specify the timing of regular assessments plus care packages based on individual need.
e) Service uptake
There are no national data on the use of NHS primary dental care services by people with physical or learning disabilities. However, registration rates for older people with general dental services in England are below the average for the general population, 17, 67 and are likely to be lowest for disabled older people who form a signifi cant proportion of this group. Proactive promotion of appropriate services will be required to improve current levels of uptake. 38 Barriers to accessing dental care cover a range of problems. The policy document Valuing people recommends mainstreaming care rather than providing specialist services. 30, 68 However, physical mobility has a signifi cant association with all aspects of attending the dentist and maintaining oral health. 69 For example, dental premises may not be accessible to all people with a disability. In London, people with a disability are four times more likely than non-disabled people to fi nd dental practices unsuitable or inaccessible. 70 Thus, there is greater need for accessible and acceptable dental services to be made available in a proactive manner to defi ned vulnerable groups within society.
BSDH guidelines recommend continuity of care where possible for people entering long-stay institutions. 71 The problem of receiving care from a GDP may be exacerbated under new local commissioning arrangements as there is no longer a specifi c fee nor the fl exibility for any dentist to undertake domiciliary visits. Instead these will be specifi ed within contract for a limited number of practitioners. The pilot PDS scheme allowed innovative services for older people in care homes to be developed. 17 It is unlikely that the new system will encourage or easily facilitate practitioners to expand into domiciliary care. Primary Care Trusts will have to ensure that there are clearly signposted pathways to care for people with disability, in particular for those requiring domiciliary services, to ensure that there is access to care commensurate with local need. 17 In monitoring the newly introduced payment system, it will be important for local NHS organisations and the National Implementation Review Group to consider its impact on dentists who provide care, and on the care received by people with disability who often require longer periods of time than other sectors of the population for the delivery of similar amounts of treatment. This will be important to uphold the Disability Discrimination Act, and to avoid unnecessary challenge by the Discrimination Rights Committee.
FUTURE MODELS OF CARE Ethos of care
Special Care Dentistry has a broad based philosophy which takes a holistic view of oral health and requires specialists to liaise and work with all those members of an individual's care team. This is particularly important in the case of people at the more severe end of the spectrum of disability, where a greater range of issues needs to be considered.
Evolving recognition of the need for the Specialist in Special Care Dentistry
Generally, people requiring SCD have needs that are wider than oral health. For example, providing oral care for persons with cognitive impairment may involve working with advocates; organising, attending and informing 'best interest meetings' where decisions are made about care; taking responsibility for obtaining informed consent; and using tools such as Makaton and Easy Read for communication. Dentists who are currently practising SCD are cognisant with the signs and symptoms of specifi c medical conditions and are likely to feel confi dent in treating people with such conditions, obtaining consultative advice from medical specialists, and contributing to 'best interest meetings'. 72 Kiyak emphasises the need for positive attitudes towards disability amongst dentists and calls for specialist training to improve access to care. 73 Together with increasing international recognition of the need for such a specialty, 1 support for SCD to become a recognised specialty has been forthcoming from the BDA, 52 the Standing Dental Advisory Committee, 9 the Strategic Review Group for Oral Health Care for Older People, 17 and, most recently, the GDC. 8 In December 2005, the GDC council meeting ratifi ed the proposal for the development of a Specialty in Special Care Dentistry. 8, 9 Calculating the numbers Specialists actively working in the fi eld of SCD should be achievable through mediation, and this will be up to the GDC. Assuming the freedom to rationally plan for SCD within the NHS, it is helpful to look fi rst at other specialties which base their service planning on the total local population; then at primary dental care caseloads; and, fi nally, relate the level of need in the UK to typical caseloads of those who currently provide SCD. In doing so it is clear that none of these planning models is ideal for SCD. However, it is helpful to relate consultant numbers to the total resident population, generalist caseloads and case list sizes for senior clinicians already working in SCD.
If planning were to be based on specialties which are accessed on a referral basis, such as oral maxillofacial surgery, there would be approximately 400 consultants in the UK using the recommended ratio of three consultants to 450,000-500,000 of the total national population. 74 As SCD does not serve the whole population, calculations based on the total population are not appropriate and the numbers reached by this method would be unrealistic.
As ongoing routine care will be required for many people with disability, it is useful to compare the situation with that of the Primary Dental Care sector. This suggests a notional GDS ratio of up to 1:3,000 population for the provision of Primary Dental Care. However, many general dental practitioners appear to have smaller numbers of registered NHS patients, eg 1,000-2,000, which may relate to their hours of working or their mix of NHS and private care. Thus, taking a dentist to population ratio of somewhere between 1,000 and 2,000 patients would mean that, for a special care population of 200,000 in the UK, between 100 and 200 specialists would be required.
Specialists in SCD would have parallels in both the above systems, as they will provide a secondary referral base for people with mild or moderate special needs, who routinely access primary dental care services, and ongoing care for people with more complex disability and additional needs.
Therefore, a reasonable way of looking at this issue is to use the 'typical existing caseloads' of people who practise SCD (set out in Section 5 of this paper), whereby a caseload of between 850 and 1,500 patients is appropriate for a whole time specialist.
1 Using this approach, planning for regular care of a UK population of 200,000 people (whose degree of disability precludes their routine care in primary dental services) SCD would require between 133 and 235 specialists for a population base of 200,000 people with disability where ongoing care is provided. This would suggest a minimum of 133 specialists in the UK. For an authority with an average population of 1.5 million, this would translate to four specialists in SCD. This would not seem an unreasonable place to start. However, local service planning should be informed by local needs assessment and review of current service provision.
In • The number of general dental practitioners with specialist expertise is unknown and not obtainable, but is GENERAL likely to be less than 20 (informed best estimate)
• BSDH has 750 members, 500 of whom are dentists and most of whom overlap with other categories in this list
• Numbers of people in other related specialties comprise 266 in restorative dentistry, 220 in paediatric dentistry, and 343 in the prosthodontic monospecialty.
Clearly, only some of the above people will have the necessary skills and expertise to achieve mediated entry to SCD at specialist level, whilst others may demonstrate expertise at the DwSI level and thus contribute to a wider clinical network.
Skills mix and facilities
Whereas consultants and a large proportion of specialists have until recently had a strong hospital focus, there is recognition that not all of them need to be based in hospitals or, if they are, they may only provide certain aspects of care in a hospital setting. 64, 75 SCD should be predominantly community based. This would have the effect of reducing inequality in two ways: 1. Directly -by improving physical access to a specialist service that is not solely hospital based 2. Indirectly -by improving access through support for interested generalists in primary dental care.
Hospital services should be closely aligned with specialists in a community setting so that people who require hospital-based treatment because of medical complications, multidisciplinary care, and/or care under general anaesthesia, may do so seamlessly.
Ideally, the dental team will include dental care professionals (DCPs) such as dental therapists and dental hygienists, 76 and may involve liaison with health promotion services to ensure that a preventive approach is taken locally to support health care for people with disability. 34, 54, 71, 72 Such an approach allows a proactive move to reduce and prevent dental disease rather than the currently common reactive approach of treatment of disease.
Models of good practice
The ideal interface between primary and specialist care should be seamless, ➞ The referral base is extensive serving a population of I ,797,000 people ➞ The Dental Hospital provides a comprehensive service for Special Care patients and serves a large Medical School and Hospital with Specialities such as the Regional Haemophilia Centre, Genetic Centre, Cardiac Services, Renal Unit and Oncology Services ➞ Patients are accepted for Specialist treatment within the Department or directed to CDS or GDS services following referral as appropriate ➞ Some consenting patients will be suitable for the revised undergraduate Special Care Dentistry curriculum and will be channelled into care through the clinical teaching programme ➞ With improvement of Trust and CDS facilities, more patients will be able to receive their treatment in a primary care setting with 'shared care' for particular aspects oftheir care.
2: Lothian: Community Dental Service (CDS)
➞ Patient referrals come from the Primary and Secondary Care sectors. Many of them come from Colleges in the Edinburgh Dental Institute who are Consultants and Specialists in Restorative Dentistry, Oral Surgery and Oral Medicine. ➞ There are a number of SDOs with different roles allowing cross referral as appropriate to provide a seamless provision of care between the District General Hospital (DGH) and community setting ➞ The CDS has access to dental surgeries in all three of the DGHs so that patients can be transferred to a hospital clinic for part or all of there treatment depending on its complexity and their medical history ➞ The CDS is a regional centre for the South East of Scotland for the provision of dental care for older people with haemophilia. It is also a regional centre for oncology ➞ The CDS staff work with General Dental Practitioners at several levels:
• Accepting referrals • Advice and support for General Dental Practitioners • Treatment for people with complex medical status, progressive medial conditions, severe learning disability, severe mental health problems, dental phobias, etc
• Provision of shared care within hospital Specialities • Complex Management of people beyond the scope of management in the Primary Dental Care setting eg day-stay and in-patient GA facilities, and conscious sedation for both severely anxious people and for those who are classifi ed as ASA III or over on medical grounds
• Comprehensive care and joint planning with other Dental Specialists.
➞ The high volume of referrals has led to the development of strict patient acceptance criteria and where possible patients are accepted for a single course of, or one-off treatments only ➞ Close links with the local and other regional CDS teams allows patients to be transferred seamlessly to another service for continuing care ➞ Where patients are referred back to GDPs following treatment an open door approach for future patient care, or advice on such, is encouraged. equitable, effi cient and effective 75, 77, 78 as demonstrated in Figure 3 . Locally there needs to be an agreed strategy between primary care, DwSIs and specialists. Furthermore, seamless care with paediatric dentistry will be important to pick up teenagers as they move into adulthood. There may be agreed criteria for referral and discharge, and to promote clinical care pathways. Some Community Dental Services already have staff that have training in the fi eld of SCD, and who have a keen interest and identifi ed roles for providing a special care service. Some general dental practitioners have an interest in continuing care for long standing patients of their practices and discuss cases with specialists so that, where appropriate, care can be shared between different branches of the service. However, it is essential that such care is of high quality and that it is co-ordinated with other agencies. 30, 33 Improving access to dental care A range of initiatives should be explored to improve access to dental care in a proactive manner. For older people this may include linking into the single assessment process, with a defi ned oral health screening instrument and referral pathway to care at local level. This could be extended to all adults with a disability. The majority of older people and people with learning disability live in their own home or a community setting, with only the most vulnerable people living in care homes. It is recognised that there may be problems with transport and access to dental care. 79 Practical local arrangements are required to improve access to care and to improve mechanisms of referral across organisations. Similarly, up-to-date information on dental services, such as domiciliary care, needs to be shared across organisations and agencies.
The role of the generalist in the spectrum of need Generalists have the potential to play a major role in the provision of SCD. This role can, and would, be maximised if there was appropriate support for ongoing training and a robust specialist-led support service in place. Some primary dental care practitioners may have neither the experience nor the desire to provide care for people with disabilities. 69 The provision of care for people with disability is often more complex and time consuming than for people without disability and some practitioners may be unwilling or unable to provide routine care because of the skills, facilities or remuneration available to them. A further quality issue is the volume of care that clinicians need to undertake in order to remain competent. Currently, with complex surgical cases, there is increasing acceptance that patients with certain conditions should be treated by a limited number of designated clinicians who have a high caseload and frequently used skills, rather than by practitioners who see only a low volume of cases. [80] [81] [82] Additionally, for those people with certain impairments (such as learning disabilities and mental illness) the issues of informed consent, and appropriate physical intervention, present an extra challenge.
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Dentists with a Special Interest in SCD Some community and salaried dentists will have experience of treating patients with disability, but will not necessarily have the level of expertise in the necessary competencies to achieve mediated entry to a specialist list. This expertise should be harnessed in the new primary care system and recognised as a tier of people who can support both general dental practitioners and specialists by treating people with moderate disability. 10, 11 The number of dentists needed to provide SCD for a particular area may be a balance between specialists and DwSIs and depends on the professionals, with relevant competencies, available locally. What is important is that DwSIs and specialists work together in a clinical network (Fig. 3) .
Undergraduate education
The requirement for SCD in the undergraduate curriculum is limited both in the UK 83 and in other countries. 1 This has resulted in a dental profession that, on the whole, feels poorly prepared to provide dental care services for people with disability and one that, in the main, fi nds it diffi cult to do so. 84, 85 BSDH is reviewing current undergraduate training in SCD and making recommendations for curriculum development. 86 The future specialist will need to contribute to the teaching and training of undergraduates, postgraduates and the wider dental team, including DCPs. In the long term, this will enable more care to be mainstreamed, in line with the strategy and policy recommendations for people with disability. 30, 33, 75 It will be important for dental policy and local commissioning to support the use of these skills at local level.
Liaison with other dental specialties and beyond As with any other section of the population, there will be times when it is appropriate to liaise with other specialties, such as Oral and Maxillofacial Surgery and Restorative Dentistry. When particular specialist competencies are required to address the oral health needs of people with disability there should be no hesitation in doing so.
1
Moving from 'here' to 'there' People with disability and additional complex needs currently receive care in a non-uniform manner and generally from socially committed and enthusiastic members of the profession, many of whom have received some training in an informal or piecemeal manner from various sections of the dental profession, often through role models and mentors. The diverse client group of people requiring SCD would benefi t from improved access to routine dental care from general practitioners with a grounding in SCD. Where their needs and demands are beyond the scope of a generalist, they would also benefi t from the services of designated DwSIs and the services of specialists. This is one of the greatest current challenges to the dental profession, but it is a silent challenge as many of these people do not have a public voice and are unable to express their needs and wishes.
A positive way forward involves the following:
• Teaching in SCD embedded in the undergraduate curriculum
• Access to oral healthcare within the primary dental care sector for people with disability who are able, and who wish, to access it • Establishment of competency frameworks and training programmes for DwSIs in SCD.
Promoting primary dental care
All people with disability should have access to NHS primary dental care. The silent voice of this population may mean that this needs to be provided proactively. Routine primary dental care with local dentists, with the support and back up of specialists where required, is an appropriate option for the majority of people with mild and moderate special care requirements. Individual practitioners may wish to refl ect on their current list of patients and whether it includes people with disability, and, if not, why this is the case. The interests of most people at the complex end of the spectrum of disability would be best served by specialists in SCD. Service planning must recognise that some patients will require lifelong care from DwSIs and/ or specialists due to: the complexity of their medical, dental and social needs; the resultant requirement for liaison with other health and voluntary sector professionals; diffi culties in obtaining consent; and the multifaceted requirements for sedation or general anaesthesia services.
Recognition of the specialty of Special Care Dentistry
For such a specialty to be recognised within the NHS there needs to be action in accordance with the GDC's recommendation for the development of a specialty in SCD. The number of dentists who have experience and an interest in SCD, and who are likely to gain entry to a specialist list through the process of mediation can, at best, only be estimated -as in this paper.
Appointment of managed clinical networks of specialists and DwSIs
Whilst the estimated need for specialists is outlined in Figure 1 , the recognition of specialists within the NHS should relate to local need. One hundred specialists would result in 2.5-3 whole time equivalents per total population level of 1.5 million. All new SHAs will have to determine the level of need for their population size, taking into account the age-profi le and levels of reported disability locally.
Specialists may be supported by a wider team including Specialist Registrars on recognised training pathways, DwSIs, Staff Grade Dentists and DCPs, as well as providing education and support for other members of the SCD team.
Formal recognition of specialists and DwSIs will enable the creation of a managed clinical network and facilitate referrals to the network from across health, social services and the voluntary sector (Fig. 3) . There need to be clear pathways of care for patients to ensure that people gain access to care at the appropriate level, thus ensuring that the skills and expertise of the profession are maximised. This will need to be monitored by local health organisations to ensure that it matches, as far as possible, the needs of the population.
Higher specialist training programmes and numbers
The development of a specialist list has been proposed and awaits the work of the GDC Specialist Dental Education Board to take it forward. JACSCD has already proposed a training programme for SCD. 87 To progress, dentists with appropriate experience and skills in SCD need to be mediated onto the specialist list to provide a body of specialists who can act as trainers, and approved training programmes need to be in place to ensure that the workforce maintains an appropriate volume of specialist coverage across the UK. This assumes that there are 100 whole time specialists and GENERAL that a specialist works for 20 years. If fi ve specialists retire each year then fi ve new trainees per year will be required to maintain the workforce. With a threeyear training programme, there would need to be 15 trainees at any one time.
Training specialists in SCD requires additional funded National Training Numbers to be allocated. If these are not forthcoming, legislation may throw the spotlight on the current NHS provision of care for people with a disability and the need for action to meet the legislative requirements of the Disability Discrimination Act.
And fi nally…
This paper has sought to provide a timely contribution to the current debate on the professional roles of primary dental care, specialist services and DwSIs in serving the needs of some of the most vulnerable groups within society. At such a time of immense change, it is only natural that the profession should be considering how best its own needs can be met. However, within the dental profession we have a responsibility to ensure that the needs of the most vulnerable sections of society are addressed and that access to health and health services with good health outcomes is equitable across societal groups. The question remains, can we formalise the care that has traditionally been provided by a relatively small number of socially committed dentists? Unless the profession rises to this challenge, the services that exist to date, and which have gained their skills through a variety of informal networks, are under threat and may well be lost. 
